Multimorbidity constitutes a challenge for health care professionals. However, as indicated in a report from the US Institute of Medicine (1), evidence-based research on the clinical management of multimorbid patients remains scarce, especially for people 85 years or over (2) . This is even more true for multimorbid patients living in nursing homes (NH) (3) . Current clinical practices in multimorbid patients living in NHs represent a crude translation from research in other populations (e.g., hospitalized patients, community-dwelling older adults) (4). Yet, NH residents constitute a particular population, with specific care needs (5). Moreover, their health status is partially dependent on NH leadership and internal organization (3) . In this Editorial, we discuss the clinical importance and methodological advantages of performing research specifically in NH residents, and the role of the primary care physician for the development of successful clinical research among residents.
There is an urgent need to perform high quality research among multimorbid NH residents. Indeed, based on exclusion criteria (including multimorbidity, and institutionalization itself), these NH residents are frequently excluded from randomized controlled trials (RCT), especially pharmacological RCTs (3, 4) . However, multimorbid residents (6), with a high rate of adverse health events and frequently polymedicated, would more particularly benefit from clinical research designed to improve health outcomes and demonstrate the value of a specific treatment. That is why a group of experts in geriatrics, on the behalf of the International Association of Gerontology and Geriatrics and The World Health Organization, have recently urged that "national drug approval agencies consider requiring drug trials that are age appropriate and inclusive of nursing home residents before they are approved" (3) .
NHs should be regarded as a methodologically attractive research setting. First of all, interventions being developed in the life space of the study participants, research monitoring may be facilitated and compliance to the intervention improved. Moreover, close monitoring, which is feasible in NHs, may improve adherence rates to intervention and follow-up. This is all the more important as dropout rates in RCTs performed in older adults are high because they usually necessitate long follow-ups as exemplified by trials in the field of dementia (7); this also may probably be the case for research on multimorbidity. Furthermore, information on the reasons of dropout may be more reliable as well as easily available in NH residents (e.g., using medical charts, institutional records, and the MDS 3.0) (8) than in community-dwellers. Finally, the availability of data specific to NH residents may generate highly reliable results on the efficacy and safety of new interventions for the frail elderly.
Evidence-based research on multimorbidity among NH residents strongly relies on the participation of primary care physicians, who, in many countries, continue to prescribe multiple drugs even after people are admitted to a NH. However, primary care physicians are frequently confronted by the problem of lack of time (9), which may constitute an important obstacle to their involvement in clinical research. This difficulty may be even greater for research in NH residents, as it may necessitate physicians having to visit his/her patient to the NH. Alternatively, residents may come to the medical office, but they frequently have important functional limitations (5), making this extremely difficult. In this context, collaborative models of care may prove to be more adequate to the complex needs of people with multimorbidity (10). Nevertheless, organizing multidisciplinary teams (MDT) is not simple. We are currently testing MDT feasibility and effectiveness in a RCT (n=1428) for the detection of Alzheimer's disease among NH residents (11) . Preliminary results of the first MDT (held in 32 NHs) found a low participation rate of primary care physicians (4 among the 133 health professionals who attended to the MDT meetings). Whilst using telehealth for promoting MDT may constitute an attractive solution to increase physicians' participation, its feasibility and effectiveness needs to be proven. A community of practice model for MDT has been similarly utilized in Scotland and a preliminary study in NHs has suggested it can reduce falls in NHs (12) .
Overall, there is an urgent need to perform high quality research among NH residents (2) . This population represents a methodologically attractive population for research on multimorbidity and polypharmacy. In this context, new practical approaches allowing high rates of participation of primary care physicians in the research development in the NH are needed. Involving these professionals in the study design phase could facilitate research development in NHs. The American Medical Directors Associatoin (AMDA) Foundation has piloted this approach, and while finding it difficult, has shown it is feasible (13, 14) . In Toulouse we have been successfull in involving community physicians in research (15) and have developed a nursing home network (16) (17) (18) (19) which should allow for intervention studies.
